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I would like to thank Drs Teebken, Pichlmaier, and Haverich
for their comments concerning our article on popliteal artery
aneurysms (PAAs). The dorsal or posterior approach is indeed a
valuable alternative to standard medial approaches for PAA exclu-
sion. In our series, the medial approach was used because of relative
ease of exposure of the distal superficial femoral artery, infragenicu-
late popliteal artery, and tibioperoneal trunk. The greater saphe-
nous vein can also be easily harvested with this approach. More
difficult harvesting of the greater saphenous vein for use as a
conduit and more difficult exposure of the superficial femoral
artery and infrageniculate vessels are the primary disadvantages
that may be encountered with the posterior approach.
Generally, these are factors of surgeon preference.
The majority of PAAs encountered in our series involved the
distal superficial femoral artery, extending to and including the
popliteal artery. Obvious feeding vessels seen on preoperative
angiography or intraoperatively were ligated when visualized with
the medial approach. The majority of patients who experienced
continued PAA growth were treated by using either proximal and
distal ligation with long-segment isolation (type 2) or the single-
ligature-alone technique (type 3), likely leaving behind feeding
vessels contributing to aneurysm growth. Thus, aneurysm growth
was actually not independent of the type of exclusion. The obser-
vation as stated in our article was that excluded aneurysms with
visualized feeding branches were associated with significant growth
compared with those excluded aneurysms found without feeding
branches ( .006). Therefore, it is unlikely that 50% of patients in
our series would have seen a significant benefit from surgical
treatment of their PAAs by means of the posterior approach.
As we recommended and as seen when we substratify our data
to exclude patients who were treated by using the long-segment
(type 2) or single ligature (type 3) technique, the type I or proximal
and distal aneurysm ligation with short-segment isolation tech-
nique appeared superior.
Although the hemodynamic superiority of an end-to-end
anastomosis is not in question, the clinical significance of the
comparison with side-to-side anastomosis, as was used in the
medial approach in our series, is questionable when our graft
primary and assisted primary patency at 5 years was 86 9.4% and
92 7.4%, respectively. Also, historically, use of a prosthetic graft
as a conduit for reconstruction appears to produce significantly
lower patency rates compared with saphenous vein grafts.1,2
Thus, although the posterior or dorsal approach to repair of
PAAs is a viable alternative, it is likely of greatest benefit to patients
who have significant compressive symptoms and isolated aneu-
rysms that do not extend into the superficial femoral artery or
distally into the tibioperoneal trunk. Otherwise, the medial ap-
proach with short-segment isolation (type 1) appears to be supe-
rior to both type 2 and type 3 exclusions in producing aneurysm
diameter reduction.
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Regarding “Pseudoaneurysm of the lateral plantar
artery after foot laceration”
We read with interest the article by Thornton et al (J Vasc
Surg 2003;37:672-5). The authors reported two children with
traumatic lateral plantar artery pseudoaneurysm treated with
primary ligation and transection of the lesions. No conservative
treatment was attempted. No information is given regarding
duration of follow-up, if any, and postoperative vascularization
of the forefoot, except for a subjective judgment at the end of
the operation, made on the basis of capillary refill. In addition,
an elegant study of a cadaver dissection is reported that shows
that the lateral plantar artery is relatively superficial and thus
prone to traumatic insult. Because of the high risk for rupture,
the authors suggest that “operation should be carried out
expeditiously when a diagnosis is made.” In addition, because of
excellent collateral circulation in the foot, “proximal and distal
ligation of the vessel ends. . .should be effective and obviate
need for vascular reconstruction.”
However, an increasing number of reports suggest that con-
servative management of pseudoaneurysm, including clinical ob-
servation of the natural course, ultrasound-guided compression
repair, and reapplication of a compressive bandage, can be safe and
successful in both adults1 and children.2,3 It would be interesting
to know why Thornton and colleagues did not consider conserva-
tive management in their two patients, in whom there apparently
were no contraindications to either ultrasound-guided compres-
sion repair or reapplication of a compression bandage. Had they
done so, surgical intervention may have been averted, which
together with general anaesthesia may per se be followed by
complications. In addition, the blood supply of the foot relies on
the deep plantar arch, the central arterial component of the foot,
formed by the anastomosis between the deep plantar artery and the
deep branch of the lateral plantar artery. A recent study of cadaver
dissection4 showed that in about 20% of patients the deep plantar
arch is predominantly formed by the deep branch of the lateral
plantar artery. Possibly in such cases, ligation of the lateral plantar
artery before the origin of its deep branch may be followed by
ischemia of the forefoot and its sequelae, including work intoler-
ance, extremity growth retardation, and ulcerations.
In infants and children with uncomplicated pseudoaneurysm,
primary conservative treatment may be considered. Surgery should
be reserved for expanding, actively bleeding, or otherwise compli-
cated lesions.
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